Clinical guidelines involve statements that guide clinicians to provide effective care to patients. However, there are no context appropriate clinical guidelines for post-operative pain (POP) management in Ghana. This study sought to develop such a clinical guideline. The study adopted a participatory approach drawing from the existing literature to develop the guideline with the involvement of 27 experts and stakeholders including nurses, doctors, anaesthetists, pharmacists, patients, and patients' relatives. Also, the guideline statements were discussed and finalised at a multidisciplinary consensus forum made up of 29 members. Consensus was achieved by employing procedures similar to a modified nominal group technique. Purposive sampling was employed. The guideline was made up of four dimensions described in a conceptual Radial Venn which emphasised inter-relationships among patient and family education, team work, monitoring and input by hospital leadership, and application of appropriate scientific recommendations for POP management. The effective collaboration with stakeholders resulted in the adoption of the clinical guideline by the Ghana Health Service for use within the Ghanaian health system.
Background
Clinical guidelines are defined as statements that are developed systematically to help health care providers and patients make appropriate decisions about specific clinical issues (Hewitt-Taylor, 2004) . The statements of a clinical guideline are based on the best available evidence relating to the specific aspect of care or procedure. The process of guideline development involves establishing the scope or parameters of the guideline. This forms the foundation of the clinical guideline, whereby specific limits of the guideline are clearly stated, such as the objective of the guideline, the target patient group and the specific procedure or patient care activity involved (Hewitt-Taylor, 2004 ; National Institute for Health and Clinical Excellence (NICE), 2014; Scottish Intercollegiate Guideline Network (SIGN), 2013; The Appraisal of Guidelines Research and Evaluation in Europe (AGREE) Collaboration, 2013) .
The development of a clinical guideline also involves identification of a multidisciplinary team or stakeholders to ensure that all relevant areas are incorporated. It is recommended that the team should have a balance of disciplines and that the membership should be kept at a manageable size to ensure effectiveness (Hewitt-Taylor, 2004; Keeley, 2003) . Another hallmark of clinical guideline development is a systematic review of the evidence for which the clinical guideline is developed (National Institute for Health and Clinical Excellence (NICE), 2014). Thus, a systematic review was conducted as part of the doctoral study from which this paper was derived (Aziato, 2012) to ensure that guideline statements included evidence-based recommendations for POP management.
Clinical practice guidelines may be procedure-based, unitbased, institution-based or for national use. (Haljamäe & Stomberg, 2003; Lindenfeld & Kelly, 2010; Rolley, Salamonson, Wensley, Dennison, & Davidson, 2011) . Therefore, it is necessary for the limits of a particular clinical guideline to be well demarcated to avoid ambiguity and confusion regarding its use, as this could have negative repercussions Thus, the development of clinical guidelines follows standard processes stipulated by recognised bodies such as the National Institute for Clinical Excellence in the UK, the Scottish Intercollegiate Guidelines Network, and The Appraisal of Guidelines Research and Evaluation in Europe Collaboration. This study drew from these standard processes to develop a contextual clinical guideline for post-operative pain (POP) management in Ghana.
Guideline development institutes most often develop guidelines for specific conditions and procedures at the level, and therefore such guidelines have a wider spectrum (Hewitt-Taylor, 2004 ). However, this paper describes the development of a clinical guideline for a specific clinical issue (post-operative pain management on a surgical ward). On a surgical ward, there may be different guidelines for various procedures that guide the health professional to provide the best possible care. For example, there are guidelines for the administration of drugs such as opioids, for the nursing care of a patient receiving patient-controlled analgesia or epidural analgesia, and intravenous fluids (Rolley et al., 2011) . Generally, such guidelines reflect current evidence-based standards and are reviewed periodically. However, within resource constrained countries, the authors were not aware of any clinical guideline for POP management at the time of the study.
Many patients continue to experience moderate to severe postoperative pain globally and researchers over the years have devoted attention to many aspects of pain (Abdalrahim, Majali, & Bergbom, 2010; Qu, Sherwood, McNeill, & Zheng, 2008) . Although pain is a personal phenomenon, patients respond to POP differently (Aziato & Adejumo, 2014c) . Also, the socio-cultural background of the patient influences pain response (Lovering, 2006) . In view of this, individual and contextual factors are to be incorporated in the planning and delivery of care. Therefore, the guideline developed for a resource-limited clinical context is necessary as it is suitable to address the uniqueness of such context. Lack of understanding of context factors could lead to inappropriate guideline statements. The inappropriate statements will result in difficulties in the use of the clinical guidelines (Ploeg, Davies, Edwards, Gifford, & Miller, 2007; Taba et al., 2012) .
In this study, a resource-limited clinical context is defined as a situation/scenario where there is limited staff education, equipment and non-use of methods such as patient controlled analgesia [PCA] ). Thus, the scope and limits of the clinical guideline were derived from in-depth understanding of contextual factors that influenced post-operative pain management and a systematic review of the literature. For example, patients and nurses in Ghana do not have adequate knowledge on POP management due to inadequate education and training (Aziato & Adejumo 2014a; Aziato & Adejumo 2014b; Aziato & Adejumo 2014c ; there are no advanced techniques for pain management such as PCA. Nurses fear patients will be addicted to opioids such as pethidine and hence do not administer adequate opioids (Aziato & Adejumo 2014a) . There was also inadequate knowledge on pain management, team work, and supervision. Post-operative pain management is seen as inadequate in Ghana (Aziato & Adejumo, 2014a; Clegg-Lamptey & Hodasi, 2005) . Incorporating systematic reviews in clinical guideline development is recommended by accredited guideline development agencies such as The Cochrane Collaboration, Scottish Intercollegiate Guideline Network (SIGN), National Institute for Health and Clinical Excellence (NICE), and The Appraisal of Guidelines Research and Evaluation in Europe (AGREE) Collaboration (Hewitt-Taylor, 2004) . It is necessary to appraise included studies based on an established hierarchy of the evidence. The hierarchical order of the scientific evidence is systematic reviews and meta-analysis, randomized controlled trials (RCT), cohort studies, case-controlled studies, cross sectional surveys, case reports, expert opinion, and anecdotal evidence (Keeley, 2003) . The method used for appraisal of the evidence is determined by the type of studies involved in a particular systematic review.
This article provides a detailed account of a participatory process undertaken to develop a clinical guideline for POP management in Ghana. The participatory process employed ensured that relevant stakeholders were actively involved and their views incorporated in the clinical guideline developed. Participatory processes have been adopted by community-based projects and this approach has been demonstrated to be effective (Kraemer Diaz, Spears Johnson, & Arcury, 2013; Ritchie et al., 2013) . The approach has been employed successfully for promoting environmental health (Liu et al., 2011) . The report is derived from a multi-stage doctoral study by the first author.
Methods
The study was approved by the Ethics Committee at the University of the Western Cape (South Africa) and the Ghana Health Service Ethics Committee. Steps were taken to ensure anonymity and confidentiality of participants, through the use of identification codes. Participation was voluntary and individual informed consent was obtained by signing the informed consent form. The study was conducted in two hospitals in Accra, Ghana.
A systematic review was attempted in January to April, 2012. The aim of the review was to answer the question: 'What measures ensure effective POP management among adult general surgical patients in a resource limited environment?' The review adopted an exploratory approach targeting both quantitative and qualitative literature with a comparable group or control group. Data sources searched included several online databases, books, and non-electronic journals. The selection of articles was done with focus on the study (intervention for POP management) and not the author, particular journal or the author affiliation. Both authors independently selected the relevant article to avoid selection bias. A critical independent review of the abstracts resulted in exclusion of eight (8) of the selected studies because findings were not applicable to the Ghanaian clinical setting (Arya, Abdollahi, Golalipour, Kazemnezhad, & Mohammadi, 2007; Bardiau, Taviaux, Albert, Boogaerts, & Stadler, 2003; Closs, Briggs, & Everitt, 1999; Good et al., 1999; Good et al., 2001; Roykulcharoen & Good, 2004; Seers, Crichton, Carroll, Richards, & Saunders, 2004; Wong, Chan, & Chair, 2010) ; and only one study included (Mac Lellan, 2004 ) based on a nurse-led intervention rather than the use of advanced pain management technique (Table 1) .
Subsequently, a focused review was undertaken as a remedial review to identify studies applicable to a resource-limited context. Identified studies emphasised effective leadership and team work, pre-emptive analgesia, regular around-the-clock analgesia, multimodal analgesia, and patient education ( Table 2 ). The focused review was necessary because of paucity of evaluative research for pain management in resource-limited clinical environment. The studies identified were appraised for quality and applicability to resourcelimited clinical context and not the level of scientific evidence. The identification of studies during the focused review was based on an in-depth understanding of context factors (Aziato, 2012) .
Subsequently, two participatory approaches were adopted and included participant/expert review and the conduct of a consensus forum oriented towards a modified nominal group technique to achieve consensus (Jackson, Hettinga, Mead, & Mercer, 2009) . A full understanding of the contextual factors influencing POP management in Ghana (Aziato & Adejumo, 2014a,b,c) , a systematic review (Aziato, 2012) , and a review of existing clinical guidelines on acute pain management in other countries such as the USA, Australia, New Zealand, Canada, UK and South Africa (American Society of Anaesthesiologists (ASA), 2012; Australian and New Zealand College of Anaesthetists (ANZCA), 2010; European Association of Urology, 2010; The British Pain Society, 2007; The South African Society of Anaesthesiologists (SASA), 2009), indicated that the existing guidelines could not be applied in a resource-limited clinical context as occurs in Ghana. The reason for this assertion is that the existing guidelines included statements for PCA and epidural techniques which were not available in resource-limited clinical context at the time of study. Thus, the authors developed initial guideline statements following an insight into the contextual factors and the systematic review of the literature. These statements were subjected to participant and expert review. Experts in this study were individuals with expert knowledge or experience (personal or clinical) in post-operative pain. Expert knowledge was recognised through publications on pain and clinical expertise involved at least 5 years post qualification clinical experience.
Participant/expert review
According to Rycroft-Malone (2001) , the processes for incorporating input from experts and participants should be clearly described by guideline developers. Thus, the authors sought a review of the initial draft guideline statements from external experts and experts in the two hospitals, as well as patients and patients' relatives. Purposive sampling was used to recruit reviewers to ensure that all relevant reviewers were involved. The expert reviewers included nurses, doctors, anaesthetists, hospital leaders, patients' relatives, patients, nurse educators and an international reviewer.
The draft statements and summary of the contextual findings and literature review were disseminated through electronic mail (e-mail) and personal delivery. The heads of surgery (nursing and medical) at each hospital helped to identify 'experts' to review the statements. The summary of the contextual findings and literature review was to help reviewers relate the guideline statements to the 'local' context. A form was designed for feedback. The reviews were done in private and it focused on the structure, Collaboration, 2013) . The synthesis of the feedback resulted in the re-structuring of statements, modification of sentences, re-ordering of statements, and modification of headings. The reviewed clinical guideline (Draft 2) was then subjected to a multidisciplinary stakeholders' consensus forum.
Consensus forum
Formal consensus method involves a process of group decisionmaking that ensures that decisions made are representative of the group's ideas or concerns. The process ensures that each member is given an opportunity to make a comment (Rolls & Elliott, 2008) . The emphasis on group decisions in a consensus process is to enhance 'ownership' of research outcome. The context-appropriate consensus process adapted for this study was drawn from the work of previous researchers leaning towards a modified group technique ( Fig. 1) (Berry, Davidson, Nicholson, Pasqualotto, & Rolls, 2011; Jackson et al., 2009; Nair, Aggarwal, & Khanna, 2011; Rolley et al., 2011; Rolls & Elliott, 2008) .
The authors liaised with the Director of the Institutional Care Division (ICD) of the Ghana Health Service (GHS) to identify all of the relevant stakeholders for the consensus forum. These included one representative each from the GHS, the West African College of Nursing, Ghana Anaesthetists' Society, Ghana College of Physicians and Surgeons, Pharmacy Council, the Commission on Human Rights and Administrative Justice, and the WHO. Others were tutors from the Peri-Operative Nursing School, the Diploma General Nursing School, the Graduate Nursing Programme; Nurses, Surgeons, Pharmacists, Anaesthetists, Hospital leaders, and patients. The authors discussed the list of stakeholders to ensure that all relevant members were invited. On the day of the forum, only two stakeholders could not attend.
Letters of invitation signed by the Director General of the GHS at the time of study was sent to stakeholders and it was emphasised that appropriate individuals who could make meaningful contributions on the guideline should be nominated. The authors believed that the collaboration with the GHS was necessary to ensure adequate participation. Also, the nomination of individual stakeholder by individual organisations helped to minimise selection bias on the part of the authors. The attachments to the invitation letter were the reviewed guideline (Draft 2), a summary of the contextual findings, a summary literature review and a feedback form. These were dispatched to stakeholders at least two weeks before the day of the forum.
The date, time and venue of the forum were decided in consultation with the hospital authorities, the Director (ICD), and heads of surgical departments of the two hospitals. A conference room was identified at the tertiary health facility to ensure proximity for most of the participants and enhance attendance.
The authors identified a facilitator and two research assistants for the forum. The facilitator was an experienced researcher and was not directly affiliated with any of the stakeholders. The first author met with the facilitator and the two research assistants prior to the day of the forum to discuss and explain the formal consensus process and the roles of the facilitator and the research assistants, as well as a draft programme. One research assistant served as a recorder and a time-keeper and the other research assistant was at the registration desk and ensured that participants were comfortable.
On the day of the forum, there was a brief opening ceremony after which the first author presented an overview of the study and highlighted the contextual findings and the findings from a systematic review that informed the draft clinical guideline. Also, a summary report of the participant/expert review on the initial draft was given.
Thereafter, the research team assigned participants purposively to four groups guided by the four dimensions of the guideline as follows:
(1) Patient and family require adequate information and education on POP management. (2) Effective team work is required between nurses, doctors and other health team members regarding POP management. (3) Input and monitoring from hospital management and departmental leadership is required to achieve effective pain management. (4) Evidence-based contemporary recommendations for POP management should be employed (Aziato, 2014) .
Assignment to groups was also according to the background of each participant and the ability to offer meaningful contributions. Each group discussed and reviewed statements as necessary. Inspite of the fact that participants had access to the guideline document two weeks in advance, the group discussion afforded them (especially those who could not read the guideline before the forum) an opportunity to review the statements. The facilitator ensured that groups were well-coordinated.
After the group discussion, group leaders made presentations on statements. Some statements were rearranged and separated (adding 2 statements). Further comments on statements were invited from the larger group for discussion, review and adoption. Subsequently, when there were no further comments on the statements, the facilitator explained the decision process with an emphasis on independent individual decisions. Independent anonymous decisions (individual private decisions without names on decision forms) were taken on individual statements as follows: A = Agree (maintain statement); B = Modify statement; C = Abstain (will go by decision of others); D = Delete/remove statement. End- points of decisions such as 'Abstain' were included to allow flexibility in decisions, so that non-technical participants such as patients would not be forced to make a decision on a technical area. The independent or private decisions were adopted for the study based on the heterogeneous nature of the participants. The end-point decisions adopted were denoted A, B, C, and D to ensure ease of decision making. Decisions A (Agree) and C (Abstain) meant final end-points; and decisions B (modify statement) and D (delete) attracted further discussions and another round of decisions on those specific statements.
Thus, after the first round of decisions, five statements were modified and second round decisions were taken. The independent and anonymous individual decisions ensured that participants made decisions without coercion or intimidation. No participant wrote a D; so no statement was deleted. The facilitator read the consensus statements of the guideline maintained. At the end of the consensus forum, two statements were added (Table 3 indicates the number of statements at each phase).
Findings -Outcome of the participatory process
The participatory process culminated in a context appropriate clinical guideline for POP management for Ghana which has been adopted by the GHS. The clinical guideline developed had specific consensus statements that supported the four dimensions of the guideline (Table 4 ). The statements did not indicate the levels of evidence as pertains to other clinical guidelines because statements focused largely on the contextual evidence rather than the wider literature. Thus, for consistency and ease of use, the four statements derived from literature did not indicate levels of evidence.
The four dimensions of the guideline were described with a framework that demonstrated the linkages and inter-relationships between the statements. It was realised that effective management of POP in a resource-limited clinical context depends on the use of all the statements within the four dimensions depicted in Fig. 1 . The conceptual Radial Venn relates to the interconnectedness of the four dimensions of the guideline emphasising that none of the components should be ignored by pain management personnel. The diagram for the framework was adapted from designs of Microsoft Office 2010 called Radial Venn. The central concept of the Radial Venn is congruent with the concept of inter-relationship of the four dimensions of the clinical guideline developed. The Radial Venn is used for both overlapping relationships and their relationship to a central idea in a cycle. Hence, the diagram was appropriate for the framework of a POP management guideline. (See Fig. 2) 
Discussion
The statements supporting the four dimensions are simple and address specific context findings. For example patients lack knowledge on POP and are reluctant to ask health professionals questions on POP management (Aziato & Adejumo, 2014c) . Therefore, statements on the patient domain give specific instructions and education on POP. Patient education has been confirmed to enhance POP management outcomes (Fredericks, Guruge, Sidani, & Wan, 2010) . Also, ineffective team work has been reported from the context of the study (Aziato & Adejumo, 2014a) and statements on team work address all specific areas that could enhance effective team work. Team work that creates a positive environment could lead to improved pain management and improve patient satisfaction (Meterko, Mohr, & Young, 2004) .
Nurses report ineffective leadership and lack of monitoring which results in lapses in clinical practice such as inadequate analgesic administration (Aziato & Adejumo, 2014a) . Adherence to specifications of statements of leadership could enhance work output and indirectly lead to effective pain management as supported by previous authors (Cummings et al., 2010) . Nurses in Ghana do not administer regular analgesics post-operatively and analgesics are not administered pre-emptively (Aziato & Adejumo, 2014a) . Clear specific statements on contemporary recommendations for POP such as regular administration of analgesic, using more than one form of analgesic for POP, and giving the drug before patient experiences pain have been found to improve POP management (Jirarattanaphochai & Jung, 2008; Joshi, Rawal, Kehlet, & The PROSPECT collaboration, 2011; Paice, Noskin, Vanagunas, & Shott, 2005) . The authors reflect on the approach used for this study.
It pre-supposes that researchers should develop appropriate ways of involving stakeholders as appropriate (Mason et al., 2013) . The participatory process should be non-threatening to participants and respect the culture within which the study is undertaken. Other authors have demonstrated that groups where members feel threatened or do not respect each other's opinions result in ineffective discussions and findings from such groups are biased or skewed (Wibowo & Deng, 2013) . In this regard, researchers are admonished to understand the context and culture of the research setting so that groups will be constituted according to the cultural ethos of the setting (Liu et al., 2011) .
Participant commitment and understanding of the research process also enhances effective responses and participation. Timely and effective comments were received and this could mean that the participants had full understanding of the processes in this study. The effective cooperation or involvement of research participants in a given study has been noted to enhance the outcome of the study (Liu et al., 2011) . The high response for the consensus forum could be because the GHS hosted the forum. Although the first author was actively involved in the planning of the forum, the GHS was recognised as the official host. However, the consensus forum was coordinated by the research team.
Further, the specific consensus guideline statements were developed systematically following standard processes of guideline development (National Institute for Health and Clinical Excellence (NICE), 2014; Scottish Intercollegiate Guideline Network (SIGN), 2013; The Appraisal of Guidelines Research and Evaluation in Europe (AGREE) Collaboration, 2013; The Cochrane Collaboration, 2011). Thus, there was incorporation of an international pain consultant and all relevant stakeholders. Independent private decision ensured that guideline statements were not skewed in favour of a dominant group or individuals.
A guideline for resource-limited clinical environment is of relevance to other similar context. It is realised that most African countries are deficient in terms of contemporary gadgets for post- Input and monitoring from hospital management and departmental leadership is required to achieve effective pain management 8 7 9
Evidence-based contemporary recommendations for POP management should be employed 3 3 4 Table 4 Guideline statements supporting four broad areas.
Patient and family information and education 1. Pain is a personal and individual experience, and it is important to tell the nurses or doctors about the severity and duration of your pain to ensure the best treatment is given 2. Your nurses and doctors are committed to providing you with the safest and most effective post-operative pain management available. Do not think that reporting your pain is a bother to the nurses and doctors 3. Talk about your pain management with the nurses or doctors so that whatever concerns or questions you have about pain will be answered. Always report before your pain is severe, because severe pain can delay recovery and affect other aspects of your health 4. Ask the nurses or doctors what kind of pain medicine you will be given and how often you can take each of them so that you can help keep your pain under control by asking for the pain medicine on time. Also ask about the possible side-effects of your pain medicines 5. Remember that it is important to ask everything you can about your pain medicine because taking the right pain medicine in the right amount and in regular doses will help you feel more comfortable so that you can heal and recover faster 6. You may not be able to eat or drink right after surgery, so you may be given pain medicine in the form of an injection (needle) or inserted in the anus; but as your condition improves, your pain medicines may be given by mouth (swallowed) 7. It is important to take your pain medicine so that you can be comfortable enough to deep breathe, turn, and walk. Tell the nurses or doctors if you have a problem with pain medicine that is provided so that an alternative may be given 8. Ensure that if prescriptions for pain-medicines are given to you, the drugs are made available so that the nurses can give you at the right time. Pain after an operation is best treated with pain medicines 9. Family members who notice relations are in pain should report to the nurses or doctors and to do so before pain becomes severe 10. Do not allow anyone other than the nurses and doctors to give you any medicines while you are in the hospitalIf you require more information about post-operative pain management contact your nurses and doctors
Team work 1. Unrelieved pain produces many adverse effects and can negatively impact patient outcomes. It is important that nurses and doctors work together to ensure that patients' pain management needs are met so that patients can deep breathe, cough, turn, and walk safely after surgery 2. Pain is a subjective and individual experience, and the patient is the best judge of his or her own pain. Nurses and doctors should encourage patients to promptly report pain so that appropriate or individualised actions can be taken to relieve it 3. The doctor and other health personnel (as allowed by the institution) are responsible for prescribing appropriate analgesics in the patients' folder, on the treatment chart, prescription form, or the National Health Insurance (NHI) medication form as necessary 4. Doctors and nurses share the responsibility for providing the patient and family with adequate information about how post-operative pain will be managed and to involve them in pain management decisions to enhance their co-operation 5. Doctors, clinical pharmacists and ward in-charges should follow-up on prescribed analgesics and ensure that the patient receives the prescribed dosage of analgesics. Deficits (missed-dose or under-dose) should be promptly investigated and corrected 6. Anaesthetist and clinical pharmacist should be actively involved in the management of patients' pain 7. Although the patient's report of pain is the gold standard of pain assessment, there may be non-verbal cues of pain (e.g., grimacing, bracing, moaning, and change in activity) that nurses and doctors may observe. These non-verbal pain cues should be looked out for and investigated and addressed 8. Opioid analgesics should never be withheld because of fear of addiction. The risk of addiction when opioids are taken for post-operative pain relief is extremely rare. If pain persists beyond expected duration and severity depending on the type of surgery, then it should be investigated 9. It is important to keep pain at the level that will allow patients to participate in recovery activities with relative ease. Waiting for patients to report severe pain is strongly discouraged; severe pain can be avoided by ensuring that all post-operative patients are given the right analgesic at the right time 10. Pain is often worse at night. A doctor should be available or easily accessible during the night to enhance effective pain management during this time. Nurses should ensure at all times that patients are given all their prescribed analgesics and patients are monitored for pain and the safety of the prescribed analgesics 11. Nurses should effectively document and inform the other team members about their patients' pain reports and other pain management concerns raised by patients and their families to afford continuity of care 12. Nurses and other team members should regularly up-date their knowledge on pain management (e.g., pain assessment and analgesics) so that they will be more confident in their pain management activities. The team should also regularly evaluate their patient care objectives or goals 13. Uncontrolled pain requires immediate attention. Pain management protocol should be established to enhance patients' pain management 14. If a patient refuses an analgesic by a particular route, an alternative route of administration should be prescribed and given so that the patient will not suffer unduly. Pain management education should be reinforced in such cases 15. Non-pharmacologic measures may be helpful and encouraged to supplement but not replace analgesic administration in the management of post-operative pain Leadership 1. Leadership should recognise that effective and safe post-operative pain management will improve patient outcomes. There should be pain management policies in all healthcare institutions. The necessary equipment should also be provided to enhance the management of post-operative pain 2. Leadership should be responsible for providing pain management education for the team (i.e. Doctors, nurses, pharmacists, physiotherapists, etc.) This is accomplished through organisation of initial and regular up-dates 3. Leadership should ensure that all policies are strictly adhered to and all violations sanctioned appropriately 4. Leadership should ensure regular audit/evaluation of pain management and dissemination of results to all concerned 5. Leadership should ensure regular departmental clinical meetings on pain management 6. Leadership should institute award schemes to deserving health teams/individuals in pain management 7. Leadership should ensure the proper storage and documentation of use of narcotic drugs in all units/departments 8. There should be hospital-based research committees to facilitate research at the hospitals. Findings from research should be implemented into practice, e.g., the use of a validated and reliable self-report pain assessment tool 9. Leadership should establish a complaints system and information/education unit in all Units/departments to encourage feedback from clients on pain management (continued on next page)
operative pain management such as PCA. An extensive literature review to explore the use of such gadgets in Africa identified the use of PCA in South Africa (Shipton, Beeton, & Minkowitz, 1993; Upton, Beeton, Minkowitz, & Shipton, 1992) . It could pre-suppose that some pilot modern gadgets are being used in other countries but studies have not reported their use for POP management. Indeed, a systematic review conducted as part of the doctoral from which this paper was drawn confirmed paucity of evaluative research in post-operative pain management in resource limited environment (Aziato, 2012) . Thus, most of the studies were explorative and reported the persistence of moderate to severe POP among post-operative patients (Clegg-Lamptey & Hodasi, 2005; Finnström & Söderhamn, 2006; Klopper, Andersson, Minkkinen, Ohlsson, & Sjöström, 2006; Ohene-Yeboah, 2006) . The persistence of pain is a wake-up call for further research on POP within resource-limited clinical context.
Limitations of the study
Although this study did not develop a clinical guideline with a wide spectrum of applicability, it is possible to apply the clinical guideline developed and conceptualised with a framework of a Radial Venn in resource-limited clinical contexts. The active involvement of the GHS could have covertly influenced some participants during the consensus forum. However, it is reiterated that the GHS did not coordinate the forum.
The guideline in this study was developed for patients who can self-report post-operative pain. Future studies could develop guidelines for other types of pain and for patients with limitations regarding self-report of pain. Also, future studies could develop guidelines for different clinical setting such as emergency wards regarding pain management.
Conclusion
The study employed a participatory approach for the development of a context appropriate clinical guideline for the management of POP. The authors realised that the effective collaboration of relevant stakeholders contributes to effective guideline development as stipulated by recognised guideline development bodies. Researchers should be conversant with their context and adapt appropriate measures to effectively involve relevant stakeholders.
The conceptual framework for the clinical guideline emphasises the inter-relationship of the four dimensions as appropriate for POP management in a resource-limited clinical environment. Hence, it is highlighted that patient and family education, effective team work, monitoring by leadership, and the use of evidencebased recommendations for POP management are necessary to enhance POP management.
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Evidence-based recommendations 1. Pre-emptive analgesia (analgesic given before a painful stimulus) -the anaesthetist should ensure patient receives appropriate analgesic whiles in the operating theatre by the best recommended route such as rectal, intrathecal, or intravenous and should suggest the surgeon infiltrate the surgical site with appropriate analgesic or local anaesthetic 2. Multi-modal analgesia (using two or more forms of analgesic concurrently, e.g., non-opioid + opioid + local anaesthetic) is the recommended approach to the management of post-operative pain. Surgeons should ensure that different forms of analgesics are prescribed to enhance their synergistic effect. Pharmacists should supply the correctly prescribed medication and nurses should administer all of the analgesics as prescribed 3. Time-scheduled analgesic administration (giving the analgesics according to the time prescribed regularly) is recommended.
Surgeons should prescribe the regular administration of analgesics, clinical pharmacists should ensure the availability of prescribed analgesics, and nurses should administer analgesic at regular intervals around-the-clock as prescribed 4. Non pharmacological methods of relieving pain such as early mobilisation, passive mobilisation, positioning, and other appropriate measures should be used as adjuncts to analgesic administration for post-operative pain management 
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